Migration is an important feature of human development and a significant driver of societal change and well-being across populations. One key aspect of contemporary migration is the rise in female migration, contributing to the debate on urbanization with implications for the health of migrants. This study examined the health behaviour of migrant female head porters in Accra. The study design was cross-sectional with an interview-administered survey. A multistage sampling technique was employed to select communities and 213 respondents. Data were analysed using the SPSS software. From the results, 41.1% were within ages 15-19 years, 41.7% were Mamprusis, and 59.1% were not married. About 65.5% knew the existence of a health facility around their residence, with 75.5% seeking healthcare outside orthodox health facilities. A significant association was established between marital status and education and where healthcare was sought. Respondents who saved money, had Health Insurance cards, and receive support from others were more likely to visit health facilities. The study concludes that the predictors of health-seeking behaviour among the respondents are the possession of health insurance; level of saving, social support they receive from others including marital status and education. Respondents should be encouraged to possess health insurance and save money.
In the face of these occupational related fatalities, accessing health care services also becomes a daunting task (Adepoju, 2011) . Migration and health share a complex bidirectional relationship (IOM, 2014) and the spread of certain communicable diseases (Iddrisu, 2001; IOM, 2014) . Notwithstanding the major regional migratory flows over the years, improving the health of migrant workers has been challenging (Amrith, 2014) . There is a general consensus among migration scholars that conditions both at origin and destination have an influence on the health of the migrants. But scholars such as Schenk (2007) further argue that conditions at the origin and destination can lead to deprivation, thereby leading to greater exposure to several vulnerabilities (Schenk, 2007) . Thus an understanding of the health implications of migration is not only of contemporary relevance but also useful for the foreseeable future. This is more crucial as most of the people involved in the migration stream are the economically active of the world female population. This paper examines the nexus of migration and health seeking behaviour among migrant's female porters working and residing in Accra. There are a substantial number of studies on migrant female porters in Ghana, but very few studies that focus on the link between migration and health especially with regards to access to health care services and migrant female porter's health seeking behaviours at their destination.
Health Care Seeking Behaviour
Understanding people's health-seeking behaviour enhances the knowledge of their health experience and aid in reducing delay in diagnosis and treatment. It improves treatment and compliance as well as assists in developing health education strategies (Shuster & Magidi, 2015) . According to Blaxter (2007) , "health" as a concept has different meanings across cultures. According to Frank (2002) , health is conceptualised to include physical health as well as social and mental well-being. This conceptualisation sees health as a positive state of an individual's well-being. Within this framework and in this study, health-seeking is conceptualised as a process where individuals perceive, evaluate, and take any form of action or decide not to act to a physical or mental illness whether perceived or real. The actions the individuals may take include but not limited to self-diagnosis and self-medication including care from people who may be described as therapy managing group or migrant social network who may utilise both formal and informal healthcare services available to them.
Historical Perspective of Female Porters in Ghana
The word "kayayo" is coined with two words from two different Ghanaian local languages: "kaya" in Hausa which means 'load' and "yoo" in the Ga language, which means 'carry.' "Kayayo", therefore, literally means "to carry the load." In this sense, "Kayayo" is more or less a form of occupation in which people (particularly young women and girls) carry loads of goods on their heads from one place to another for a fee. In contemporary usage, the term is also to mean a migrant young woman or a teenage girl who is engaged in informal work in urban centres (Opare, 2003) .
A "kayayoo" is a lady who carries goods and wares on her head for traders and shoppers in and around the commercial business district in Ghana for a negotiable fee. "Kayayei" is typically younger and unskilled with little or no education who migrated from the underdeveloped rural areas in the north part of Ghana in search of jobs in the cities (Yeboah & Appiah-Yeboah, 2009 ). Northern Ghana is noted as a place with abject poverty. The major occupation there is agriculture which is characterised by unpredictable rain fall pattern as a result of environmental degradation. Drought, unfertile soil due to excessive and bad farming practices (Ahlvin, 2012) . This and other socio-cultural practices such as child/forced marriage and ethnic conflicts at the origin "kayayei" have widened the poverty gap and push them to migrate to cities in the south with the aim of bettering their situations. A study conducted by Ahlvin, (2012) reported that many parents of "kayayei" decision to migrate were encouraged by their parents (mostly mothers). As a result of their lack of formal education, they end up working in the informal sector and have no decent place of accommodation, thus exposing them to the harsh weather conditions and rape.
STUDY AREA AND STUDY METHODOLOGY
The locational context of this study is Accra. It is the national capital and the most populous city in Ghana. According to the Ghana Statistical Service (2012), Accra was estimated to be 2.27 million as of 2012 with a population growth rate of 2.7% per annum. Accra serves as the economic and administrative hub of the greater Accra region and Ghana as a whole. The area is noted to be the most urbanised city in the country with 87.4% of its total population living in urban centres. The map below illustrates the selected markets for the study. Apart from the use of documented sources, the study also generated first-hand information from the field. The study commenced with a preliminary visit to the selected areas to have in-depth knowledge and understanding of the activities of the female porters including their health-seeking behaviour. The study basically relied on mixed method approaches taking into consideration the data needs and the sensitive nature of the study. The survey was conducted in all the selected markets using a questionnaire as its primary data collection tool. The approach is deemed appropriate when responses to some commonly experienced aspects of their health and working environment (Dovlo, 2005) . Through such interactive discourse, respondents are able to provide insights on the perspective of the topic under investigation, revealing clues to the social contexts that shape their views (Baah-Ennumh, Amponsah & Martina, 2012) . In all, two hundred and sixteen (216) respondents were interviewed using survey questionnaires. In addition to the survey, in-depth interviews were conducted with some of the migrant porters. Again, eight focus group discussions were conducted -two each in the selected areas of the study. The FGD was conducted to cross check the information given during the individual interviews and the survey.
A multi-stage sampling technique was employed in the selection of the respondents. The first was to purposively select the markets in the city for the study according to existing literature. Based on the literature the following markets were selected: Agbogbloshei, Cocoa Marketing Board market, Tema lorry station, Mallam Attah market and Tudu market all the selected areas were within the Central Business District (CBD) of Accra which is noted for the activities of the migrant female porters. The second stage was to visit the selected markets to meet with the leadership of the porters and to ascertain the population of porters at selected areas. The number of female porters selected in the various communities at their destination was based on the total population of female porters provided by the leadership of the porters at their various locations. From the list, Tema Lorry Station had 258 porters, Mallam Atta market, 263, Agbogloshie, 162, and CMB Lorry Station, 76. It was based on these numbers that Tema Station and Mallam Atta had a high number of respondents for the study than the others as indicated in Table 1 . 
RESULTS AND DISCUSSIONS

Socio-demographic Characteristics
The study selected a total of 213 respondents from the four locations. From the results, the majority (44.4%) of the respondents were within the ages 15-19 years, 25.4% were within 20-24 years with 21.5% being 25 years and over. In terms of ethnicity, 41.7% were Mamprusi, 35.6% Dagombas and 22% being Tamplinsi. Again, the majority of the respondents were not married (59.1%), 15.9% were married and 5.6% divorced. On the educational attainment of respondents, as high as 54.5% of them had primary level education, 25.4% had no formal education, with only 2.8% having SHS/Vocational education. See Table 2 . 
Knowledge of existing health facilities
Awareness of the health services in one's locality is a requirement for their consequent usage. From the results, approximately two thirds (65.5%) of the respondents knew at least one hospital or a clinic and some pharmacies where they could access health care services. More than a third (35.5%) of the respondents were not aware of any health facility around the place they reside.
Areas respondents seek health care
Information provided in Some of the respondents who sought health care outside health facilities mentioned that they bought medicines from drug peddlers and chemists' shops in the market. Others used traditional medicine that they brought along from their origins in the north. Respondents who sought health care from health facilities indicated that where they reside in Accra, the hospital or the clinics were the safest places to receive health care. They indicated that at the health facility, health professionals are always available to attend to patients. As regards seeking healthcare outside health facilities, long distance and time spent in receiving medication were some of the barriers. They opined that where they reside makes the facilities geographically inaccessible. However, a sizeable number indicated that they lived close to a health facility, implying that distance to, and time spent at the health facility is a major determinant in their health-seeking behaviour. This corroborates claim by Iddrisu, (2001) and Awumbila (2007) that distance and time spent at a health facility contribute to low attendance to health facility among the rural folks in developing countries. The long waiting hours at health facilities serve as a hindrance for accessing health care services. Respondents who indicated that they accessed health care services at the health facilities reported long hours of waiting before attending to as a challenge to their use of the services.
The first time I went to the hospital when I was sick, I spent almost the whole day at the facility before seeing the doctor. What worried me was that I spent money to travel to and from the facility and spent the whole day. It is not the money I spent but the time I wasted at the health facility. Since then any time I am sick with the same symptoms, I just walk to the chemist shop and buy the same medication that was given to me at the hospital. I prefer that to wasting the whole day without working. (Serina, 23 year old "Kayayo").
This claim ties in well with Onokerhoraye, (1999) and Yeboah, (2008) assertion that long delays at health facilities are a common phenomenon at most hospitals in Ghana. These experiences make the patients lose confidence in orthodox health care and therefore resort to other means of healthcare. Apart from the distance and the waiting time at the health facilities, respondents also stated that they could not afford various services at the facilities because of economic reasons. Some respondents preferred traditional healers to orthodox health care. This finding resonates with the argument that belief in the effectiveness of a health service predicts the likelihood of using that service than those that are not noted to be effective (Rosenstock et al., 1994) . Some respondents believed in traditional medicine and could rely on it anytime they were sick. According to them, in most of the rural communities at their origin there are no health facilities, therefore, going to orthodox facilities is a new thing to them.
In my community in the north, there is no health facility and most of the people resort to herbs when sick. We use the herbs to treat ourselves in the village. So As noted by Twumasi (2005) and Wolffers, Verghis and Marin (2003) , people can maintain a parallel set of orientations and may be positively oriented both to traditional and modern scientific medical practices. This illustrates the contribution of traditional medicine in dealing with ill health in Ghanaian society, especially in rural areas.
Socio-demographic Characteristics and where health care is sought
From the results, marital status and level of education were significantly associated with the places where health care was sought. However, places, where health care was sought, does not vary by age group and a number of living children (Van Landingham, 2005; WHO, 2010). Specifically, the largest proportion of respondents who sought health care in a health facility (50.0%) were cohabiting, followed by those who were widowed (40.0%). Again, about 24.4% of those who had never been married sought care from health facilities. The least proportion (17.2%) of respondents who sought care from a health facility were married. Those who had children were noted to have experience in childbearing and did not see the need to visit the hospital especially when they are pregnant. Further, the proportion of those who used health facilities increased with the level of education. None of those with no education used health facilities; and about one-fifth (19.9%) of those with primary education and one-fourth (25.0%) of those with Junior High School, education used health facilities. In addition, while about 29% of those with vocational/technical/secondary education sought care from health facilities. Even though age did not show a significant association with a place where healthcare was sought, there is a kind of pattern observed. The proportion that used health facilities was highest among respondents in the older age groups. For instance, the use of health care facilities such as the hospital and clinics kept increasing with increasing age. Respondents 10-14 years, 15-19 years, 20-24 years and 25 years and above were 17.2%, 24.7%, 21.8% and 32.6% respectively. With regards to the number of living children, the highest proportion of respondents who used health facilities are respondents who have one child (28.6%), followed by those with four children (27.3%). None of those with five and six children used health facilities. See table 4. 
Economic factors and Health-Seeking behaviour
The study revealed that only respondents with National Health Insurance Scheme (NHIS) status were statistically significant with the place where health care was sought. However, savings and support from institutions/individuals were not significantly associated with a place where health care was sought. Specifically, about 32% of the respondents who had NHIS cards sought care in a health facility, compared to 18.8% of those without NHIS cards. Again, table 4 shows that the use of healthcare was higher among those who had to save enough money, although this is not statistically significant. About 22.7% of respondents who saved less than GHS100 sought care in a health facility, about 24% of respondents who saved GHS100-GHS200 and 41.4% of those who saved GHS201 and above did so. Again, 29.4% of those who received support from institutions/individuals and about 25% of those who did not receive such support sought care in a health facility (See Table 5 ). The respondents saw the importance of keeping and active NHIS card and how it could help one to receive healthcare.
I always go to the hospital when I am sick because of the health insurance card. It was given and paid for us by the Ministry of Gender and Social Protection. With this opportunity even if I will walk 4 km to access modern health care I will do that. (Amatu, a 21 year old "Kayayo").
They further intimated that they fall sick often because of the work they do on a daily basis. They believe that to stay on the job, one has to remain healthy.
My brother! The nature of our work is that you have to be very strong and healthy before you can carry the load. My strength and health is my wealth. For this reason, I don't jock my health. I contribute GHC 10 weekly towards my health. (Salima, 23 year old "Kayayo").
This finding contradicts Bemah (2010) claim that Kayayei does not make any provision towards their health care needs and that they are more particular about their cooking utensils and capital to start businesses when they return to their origin in the north.
Predictors of Health-Seeking Behaviour among respondents
Whether or not a respondent will access health care in a health facility or not depends on a number of factors. Table 6 presents the logistic regression model of the effects of respondents' socio-demographic and environmental factors on their health-seeking behaviour. The model R-squared indicates that about 21% variations in the health-seeking behaviour of respondents in the study are explained by the socio-demographic and the environmental characteristics. In all, age, level of education and mode of the waste collection are significant predictors of health seeking behaviour among respondents. The age and level of education of respondents have a positive effect on their health-seeking behaviour while the mode of the waste collection had a negative effect. Table 6 shows that respondents aged 20-24 years are 8.555 times more likely to seek healthcare in a health facility than those aged 10-14 years. This may be because respondents aged 20-24 years are involved in activities that earn them more income as compared to those who are younger. It is expected that with higher income when they are sick they will visit health facilities for treatment. Again, respondents with Middle/Junior High School education are 5.242 times likely to seek care in a health facility than their counterparts with primary education. In addition, respondents with Vocational/Technical/Secondary education are 9.646 times likely to seek health care in a health facility than those with primary education. Education gives an individual a wider opportunity in life and also accepts more objective and scientific explanation about the disease. Respondents with higher education are more likely to get better offers due to their ability to speak English, their higher level of confidence and bargaining power, so that they earn more, save more, and are therefore able to go to a health facility to seek care. Those with lower education may not be in the position to afford the fees in health facilities and may also lack knowledge about the benefit of going to a health facility to seek care. Again, educated respondents found it relatively easier to navigate hospital procedures and therefore feel comfortable at health facilities compared to non-educated ones who could hardly speak English, read or write. This finding corroborates those of Wilson et al. (2005) and Oladipo (1992) , who suggest that education is positively related to the health of rural-urban migrants as it enables them to break the language barrier with healthcare officials.
In terms of the mode of disposing of waste by respondents in their homes, those whose waste was collected outside their homes were less likely to seek health care in a health facility as compared to those whose waste was collected in their residences. Waste collection within residences in the neighbourhoods where the respondents reside is not usually frequent. This brings about disease transmission in homes because waste is left within the residences for weeks before it is collected by waste management companies. Probably due to frequent illnesses associated with the uncollected waste within the homes, this category of people may be faced by financial constraints to accessing health care. Thus they may rather easily resort to seeking health care in other avenues than health facilities.
In Model 2, Table 7 , other variables that affect health-seeking behaviour were controlled to see if the variables that were significant in model 2 were still robust. The R-square in Model 2 is 0.342. This implies that 34% of the variations in healthseeking behaviour of female migrant porters are explained by socio-demographic characteristics, environmental factors and other control variables. The Model also shows that age, marital status and mode of waste collection in homes were significant predictors of health-seeking behaviour of female porters. Age and marital status have a positive effect on health-seeking behaviour while the mode of waste collection has a negative effect. Older female porters are more likely to seek health care in a health facility compared to those in the younger age group of 15-19 years. Also, female porters who were widowed were more likely to seek health care from a health facility than their counterparts who have never married. With regards to the mode of waste collection, female porters who had their waste collected outside the house were less likely to seek health care in a health facility compared with those who had their waste collected within their residence. 
CONCLUSION
Most of the female porters sought health care in avenues other than health facilities. These avenues included drug peddlers, local herbalists and Chemists' shops. Those who used traditional medicines mostly brought them along from their points of origin. Three factors influence female porters to access health care.
These are their own savings, support from institutions and NHIS status. Of these, the most important is own savings. It is obvious that without financial muscle sick people cannot pay for health services by themselves. Again, the proximity of the health facilities and availability of health staff facilitate the health seeking behaviour of porters when sick. Of the range of factors discussed in the chapter, age and marital status were generally found to have a positive effect on health-seeking behaviour. Older porters were more likely to seek health care in a health facility compared to those in the younger age group of 15-19 years, and married females were also more likely to seek health care in a health facility compared to unmarried ones. Again, the study found that female porters who have their waste collected outside the house were less likely to seek health care in a health facility compared with those who have their waste collected within their residence. A relationship, thus, exists between sanitation and health-seeking behaviour of migrant female porters at their destination. The analysis showed that older female porters were more likely to seek health care in a health facility than younger ones. It is suspected that this has been so because of the kind of activities that porters in various age groups are engaged in and the amount of money they are able to make in a day. The patronage of health services outside health facilities by younger female porters has implications for their general health in the future since they could be introduced to wrong medication without any diagnosis.
